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Summary
Purpose of study: Oncology of the parotid region is rich and varied, like its components.
During his career, the ENT surgeon may come across such an exceptional tumor as osteolipoma.
The aim of this study was to describe the rarity and the etiopathogeny of osteolipoma with
parapharyngeal location.
Patients and method: We had the opportunity to ﬁnd this uncommon tumor in a 21-year-old
female patient. The mass located in the parotid region was hard, barely mobile and at ﬁrst
looked like a parotid tumor. Total parotidectomy with facial nerve preservation was performed.
It revealed a stony and dented tumor inside the internal lobe of the parotid located in the
parapharyngeal space between the vertical portion of the mandible anteriorly and the styloid
apophyse posteriorly. Macroscopic examination of the piece evidenced a lipomatous mass with
hard as bone nodes in its middle. Histology revealed an osteolipoma.
Conclusion: A review of the literature shows the uncommon occurrence of this type of tumor.
A few rare cases were reported among which two involving the parapharyngeal space.
© 2010 Published by Elsevier Masson SAS.
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steolipoma is a benign tumor of the connective tissue
ith long-term evolution. Lipoma ossiﬁcation is uncommon
1], only a few cases in the ENT area were reported in
he literature. The paucisymptomatic nature of this benign
umor accounts for a late diagnosis because the patient only
onsults for functional impairment or aesthetic prejudice.
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oi:10.1016/j.anorl.2010.09.005e report a case of osteolipoma located on the limit of
he parotid and parapharyngeal region; to our knowledge,
t was the third case with this location reported in the
iterature.
bservation
21-year old patient was admitted to the ENT and Head and
eck surgery department of Dakar hospital. She presented
ith a mass in the left parotid region with a 12-month
volution. During medical examination, we could observe a
ublobular, painless, hard, barely mobile mass with a smooth
urface measuring 5 cm in diameter on the largest axis.
.
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sFigure 1 Discovery of the tumor after total conservative
parotidectomy.
There was no endobuccal expression, no peripheral facial
palsy and no satellite adenopathy. Biological evaluation was
normal. After clinical examination, the diagnosis of tumor
of the parotid gland was made. Required CT-scan and MRI
could not be realized due to the poor ﬁnancial means of the
patient. Complete left parotidectomy was performed. There
was a mass independent from the parotid located between
the deep lobe of the gland externally, the parapharyngeal
space internally, the vertical ramus of the mandibule ante-
riorly and the styloid apophyse posteriorly. The mass was
adherent to the neighbouring tissue and consisted of hard
whitish nodes encapsulated in adipose tissue (Figs. 1 and 2).
Macroscopic examination of the piece revealed a mass
looking like a lipoma with hard as bone nodes in its
middle. Histological examination evidenced lipomatous
proliferation made of mature non-atypical adipocytes with
metaplastic ossiﬁcation foci in the middle. Bone meta-
plasia was complete with a corticospongious tissue with
adipose medulla (Fig. 3). The established diagnosis was
osteolipoma. Postoperative follow-up were simple. There
was no recurrence of the lesion after 2 years and 2 months.
Figure 2 Whitish osseous nodes encapsulated in adipose tis-
sue.
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oigure 3 Proliferation of mature adipocytes in contact with
ell-deﬁned ossiﬁcation foci (HES× 400).
iscussion
steolipoma (ossifying lipoma) has numerous synonyms in
he literature. It was described for the ﬁrst time by Plant in
958. Since then, a few sporadic cases have been published.
he ﬁrst location of ENT osteolipoma involved the fore-
ead and was reported in 1982. The second case published
n 1989 had a retropharyngeal location. The other cases
ere reported after 2000. Reported ENT locations were the
ongue, the jugal mucosa, the ethmoidal and frontal sinuses,
he nasal cavity, the skull base, the alveolar bone mucosa,
he hard palate, the nasopharynx and parapharyngeal space
2 observations) [1—7]. The preferential site of osteolipoma
s the central nervous system (tuber cinereum, hypothala-
us) [1]. The aponeurosis of the deep parotid lobe is incon-
tant, stretching between the sphenomandibular ligament
nteriorly and the stylomandibular ligament posteriorly. It
eparates the parotidean region from the parapharyngeal
rea. The latter contains adipose cell tissue crossed by the
tyloglossus muscle, the ascending pharyngeal artery and
he ascending palatine artery. In our young patient, oste-
lipoma with a 12-month evolution was located on the limit
f the parotidean and parapharyngeal territories. Cervico-
ephalic lipoma is a common pathology. It represents 13% of
ll localizations of lipomas [8]. Their bone metaplasia is rare
1,6,9]. Incidence rate is difﬁcult to give because only 10
ases have been reported in 10 years. Many authors agree to
cknowledge that osteolipoma is a slow growing lesion with
n evolution measurable in years [1] and thus diagnosed in
atients over 40 [1,6,9—11], unlike some authors who pose
he problem of the congenital nature of osteolipoma diag-
osed in young patients. We think that evolutionary genius of
etaplasia could be faster in some patients. It is, of course,
icit to evoke other etiologies such as hamartomas although
etaplastic origin is preferred in the literature.
Osteolipoma formation was the subject of numerous
heories. For Castillo et al. [3], it could be the differ-
ntiation of mesenchymal multipotential cells in adipose
issue proliferation (metaplasia in a pre-existing lipoma).
inally, this phenomenon might be caused be general and
ocal modiﬁcations (trauma or long-lasting ischemia) [1,10].
thers think that the osteoinducing factors are responsible
or the metaplastic transformation of ﬁbroblasts into
steoblasts [6]. In our case, the presence, in a normal
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ondition, of adipose tissue in prestyloid region could
ccount for the occurrence of a lipoma and then of an
steolipoma.
It is important to emphasize the fact that, although a
onstantly benign evolution, chromosomal alterations such
s chromosome 12 translocation, chromosome 13 deletion
nd chromosome 8 recomposition are found in the literature
3,6,10].
On CT-scan, osteolipoma appears as a hypodense mass
adipose tissue) with hyperdense areas for bone tissue [7,8].
t can also reveal a mixed density [4]. On MRI, osteolipoma
s characterized by high signal intensity on T1-weighted
mages with low signal in thick and circular bone walls.
here is high signal intensity on T2-weighted images. In addi-
ion to a precise topographic diagnosis and evaluation of
umor extension, MRI allows to differentiate osteolipoma
rom other connective tissue tumors in the ENT region such
s synovial sarcoma, the most frequent sarcoma with this
opography [12,13].
onclusion
steolipoma is a benign adipose tumor with bone metaplasia
oci. It is rarely observed in the ENT region and its treatment
elies on surgical removal.
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